Background: This study addresses educational inequalities in young-adult mortality between the 1990s and the 2000s by comparing trends in the three different regions in Belgium stratified by sex. Social inequalities in mortality are of major concern to public health but are rarely studied at young ages. Substantial health differences have been found between the Flemish (FR) and Walloon region (WR) concerning (healthy) life expectancy and avoidable mortality, but little is known about regional differentials in young-adult mortality, and comparisons with the Brussels-Capital Region (BCR) have thus far never been made. Conclusions: There is a positive evolution towards lower mortality among the young-adult Belgian population. The WR trails behind in this evolution, which calls for tailored preventive actions. Educational inequalities are marked in all regions and time periods. A more general discussion is needed on the responsibility of society in rendering support and capability to enhance the state of well-being of those not able to achieve a high social position.
Background
Mortality declined steadily in the last decades in most western countries [1] [2] [3] . Despite this generally positive evolution, relative inequalities in morbidity and mortality have persisted or widened over time [4] [5] [6] . This trend is less obvious in mortality among the young (15-to 34-year olds), with all-cause mortality declines sometimes masking increases in avoidable cause-specific mortality such as suicides, homicides and drug-related deaths [7] [8] [9] [10] . Other research however found strong mortality declines over time in all-cause [11] and cause-specific mortality [10, 12] , following the general trend at older ages.
Education is the most commonly used socioeconomic position (SEP) indicator when studying inequalities in young adulthood [13] . The obtained educational level is strongly determined by parental characteristics such as household income and fathers' occupation. For this paper the age group of 25-34 is selected because most people in Belgium have completed their formal education by the age of 25. Education is then the most stable indicator for SEP, whereas other measures such as income or occupation are more prone to change in this life stage. The link between education and health/mortality is firmly established e.g. [6, [14] [15] [16] . From young adulthood onwards, social inequalities increase following a social gradient that continues well into old age [17, 18] . Education not only influences health outcomes through increased knowledge and insights but also indirectly through jobs with more benefits, a higher income and through a greater sense of control and social support [16, 19, 20] . Monitoring educational inequalities in mortality over time provides insight into the interplay of compositional changes in educational groups and inequalities in mortality between educational levels.
Regional differences in absolute and relative mortality inequalities have been observed in several European countries [21] . In Belgium, substantial regional differences have been found in avoidable mortality [22, 23] and (healthy) life expectancy [24, 25] . Belgium consists of three regions: the Flemish Region (FR -North), Walloon Region (WRsouth) and Brussels-Capital Region (BCR -centre). The Walloon Region (WR) does not only have a worse health status than the Flemish Region (FR); inequalities are also larger both in life expectancy and disability free life expectancy [24] [25] [26] . The worse economic situation in the WR is put forward as a main contributor to the persisting regional differences [25] . Yet, these studies did not include the BCR and did not have a specific focus on young adults. The BCR is often not included in these comparisons, because of the small population size in research using sampling designs [27] . This restriction does not hold for this paper, as exhaustive population data are used. Research in the BCR using these data found lower mortality rates over time among 15-to-34-year olds and persisting educational inequalities, especially among men [12] , but did not compare the different regions. Leaving the BCR out of regional comparisons only allows for a partial insight into regional mortality inequalities, in particular because its metropolitan character entails higher income inequalities [28] . Mechanisms behind social inequalities in Belgium cannot be fully understood without accounting for this region as well.
This study addresses the evolution in educational inequalities in mortality among young adults between the 1990s and the 2000s. This study adds to the literature through its focus on young-adult mortality, on trends over time and through its inclusion of the BCR and thus comparison of the three Belgian regions. We respectively examine regional differences and trends in 1) all-cause mortality in young adults, 2) educational inequalities in young-adult mortality and 3) if the observed regional differences in educational inequalities are due to differences in the population composition between the regions in terms of nationality of origin and employment. These research questions will be dealt with stratified by gender.
Methods

Data
Data are derived from two Belgian censuses linked to death and emigration records of the national registry. These provide exhaustive information on the official population living in Belgium at the time of each census collection (01/03/1991 and 01/10/2001). Follow-up is possible due to linkage with national register data on deaths and emigrations for the respective periods 1991-1999 and 2001-2009 . The cohort is semi-closed; no new entries (either by immigration or birth) are taken into account.
Study population
We restrict the analysis to young adults aged 25 to 34 at baseline. We observe two periods . At each new interval, the age range of 25 to 34 years is recalculated to ascertain comparability between periods. For the exposure time calculation, we use age at entry for P1 and P3, and the recalculated age at the beginning of P2 and P4.
Variables
Own educational level
Four categories are used, following the ISCEDclassification: 1) no/primary, 2) lower secondary education, 3) higher secondary education, and 4) higher education. Missing values on education are included as separate categories in the analyses. We observe a shift towards higher educational levels over time, in all regions (Table 1) . For example, while 20.7% of the Flemish women had a degree of primary education in 1991, this is only 3.8% in 2001. Furthermore, in 2001 there is a higher share of both low and higher educated young persons in the BCR in both sexes compared to the other regions, a trend that is still apparent in recent observations [28] .
The composition of the young population not only differs regionally in terms of educational level, but also in terms of other factors. The BCR attracts migrants from all over the world and thus consists of a large population of non-Belgian origin, especially in the youngest age groups [28] . The influx of migration in 2001 made differences with 1991 even more substantial (Table 1) . Some nationality groups have lower or higher mortality risks compared to the native Belgian population [29, 30] , which might impact a regional comparison. Nationality of origin is included in four categories in our analyses: 1) Belgian, 2) European/Western (including all EU-15 countries, USA, Canada, Japan, Australia & New Zealand), 3) Maghrebin (all North-African countries except Egypt)/ Turkish, and 4) other.
As inequalities in mortality exist between the employed versus the non-employed [16] and the composition of employed/non-employed differs between the regions and increases over time, employment situation is another important factors that needs to be adjusted for. It is operationalized as a combination of information on the type of occupation and being employed or not. It contains seven categories: 1) selfemployed, 2) employee, 3) (un) skilled worker, 4) job seeker, 5) not working and not seeking a job, 6) working but unknown sort of job and 7) other (including students, <1% of the total population). There is a shift towards more employees and less (skilled) workers in 2001 compared to 1991. The percentage of (skilled) workers is a lot lower in the BCR than in the other regions for both men and women.
Analysis
Both relative and absolute inequalities in mortality are calculated. We computed age-standardised all-cause mortality rates (ASMRs), directly standardised to the European population of 2013 [31] . Absolute mortality decline is calculated between each period and between the first (1991) (1992) (1993) (1994) (1995) Table 2 ). The terminology '1990s' and '2000s' is used to designate the periods 1991-1999 and 2001-2009. If we refer to a specific sub period (e.g. 1991-1995), the period is specified in the text. Each model is also controlled by age and presented separately for men and women.
Results
General mortality changes over time
To answer the first research question concerning regional differences in all-cause mortality over time, we make use of Figure The mortality pattern among women is similar to that of men, although the decline over time in the BCR is more modest (Figure 2 ). Relative mortality declines range from 26% in the WR and 27% in the FR to 34% in the BCR (not in Figure) . Contrary to the regional mortality pattern among men, young-adult women living in the 
Educational mortality pattern over time
Our second research question addresses the regional differences in educational inequalities in all-cause mortality over time. Table 3 shows educational mortality differences over time for men, with person years, mortality rates and number of deaths for each category, period and region. Additional file 1: Table S1 shows the related (Table 4) . As a result of this, overall mortality decline is smaller in the FR and both absolute and relative inequalities have increased over time. In the BCR, we observe substantial mortality declines in almost all educational levels (especially between 1995 and 2001: ranging from a 26% decrease among the lower secondary educated to 41% among the higher educatedAdditional file 1: Table S1 ). Table S2 ). In the BCR, there is a clear split between those with primary education and the other educational groups in [2001] [2002] [2003] [2004] [2005] . There is only a small mortality decline in the primary educated (8%), while the decline in other groups ranges from 36 to 53%. In 2005-2009, a further mortality decline is only observed in the highest educated women, leading to pronounced differences between the highest educated and the other educational levels. In the WR, trends in educational inequalities are more substantial over time, with increases among the lowest educated (59%) and large decreases over time among the highest educated (44%).
As already detailed in Table 1 , a remarkable change in the educational distribution occurred in all regions and in both men and women. Primary educated young adults become a small group in the 2000s (e.g. Additional file 1: Table S1 : PY in the primary educated men of the WR in 1991: 199,386 compared to 48,784 in 2001). The overall mortality decline is thus not only the result of a decrease in mortality in most educational groups, but is also due to a shrinking low-educated group with high mortality risks compared to the higher educated. The latter group expanded most over time (e.g. in the BCR, PY in women increased from 94,292 in 1991 to 136,211 in 2001).
Robustness of regional differences in educational inequalities in mortality after controlling for employment situation and nationality of origin To answer our third research question, age-adjusted mortality rate ratios (MRRs) are presented in Table 5 (men) and (Table 2 ). In the BCR, MRRs are also higher, but the differences between the periods are less pronounced and not significant.
Some of the excess mortality in the lowest educated groups is explained by employment status. In 1991-1995, mainly the mortality rates of the primary educated After taking into consideration that most non-Belgians show lower mortality risks compared to Belgians [29] and generally have a lower educational attainment than Belgians, educational inequalities increase in the BCR.
Relative mortality inequalities among women also become more substantial over time (Table 6) (Table 2) .
Few differences are statistically significant among women in the BCR in 2001-2005, which is partly due to fewer deaths compared to 1991-1995. The mortality rates are also more comparable between educational levels, except for the primary educated. These are no longer significantly different from mortality among the highest educated in model 2/3 (e.g. MRR BCR-01-primary-model3 = 1.59 [0.86-2.95]).
After controlling for employment in the other regions, the relative inequalities are also considerably reduced in 
Discussion
Main findings & interpretation
This paper depicted educational inequalities in mortality among young adults in three Belgian regions over time.
We observed a general positive trend towards substantial lower mortality in most educational groups in both men and women and found persisting inequalities over time in all regions. Concerning regional differences in men, young-adult mortality was highest in the WR in the 1990s and 2000s. There was an overall decrease in male mortality in each observation period in the three regions, but not in each educational level. In the BCR, the spectacular decrease in mortality was partly due to a large drop in mortality both at the lower and at the higher end of the educational distribution. Over the entire observation period, mortality decreased more among the higher educated (65%) than among the primary educated (27%). In the WR we also observed stronger declines among the highest educated compared (32%) to the primary educated (8%), while there also is a small increase among the lower secondary educated (7%). In the FR we observed increases in mortality among the two lowest educated groups (16 and 21%). After controlling for nationality of origin and employment situation, the relative inequalities between regions become more comparable. Part of the male mortality decrease among the lowest educated men in the BCR can thus be attributed to the different population distribution in 2001 compared to 1991. A larger proportion of non-Belgians such as Turks and Maghrebins are living in the BCR than in the other regions. It has been well established that these groups have a lower mortality than the host population [29, 30] and are overrepresented in the lower educated levels [32] .
In women, young-adult mortality is a lot less common compared to men in all observed periods. For example, female mortality is 50% lower in the BCR, 53% in the FR and 57% lower in the WR compared to men in 2001-2005. Regional differences over time are similar to that of men, though the general declines over time are more modest, in part because the female mortality level in the 1990s was much lower than that of men to begin with. While male mortality dropped in all educational categories, mortality among primary educated women only slightly decreased compared to the other educational groups. After accounting for employment situation, relative educational inequalities are significantly reduced, suggesting that the double deprivation of low education and not being employed makes young-adult women especially vulnerable. Earlier research also points in this direction, showing higher cause-specific mortality from most causes in primary educated women in the BCR [12] . Interpretation of persisting inequalities in mortality over time is a complex matter, as the educational composition of the population has also changed considerably over time. Both the democratization of education and the lengthening of compulsory education are at play here: there is an increased proportion of higher educated (from 23% to 33%) and a dwindling fraction of primary educated (18% to less than 5%). The primary and lower secondary educated have become a selective group of young persons. Many of these young persons have experienced or are experiencing health and/or psychological problems. This has been noticed among the total adult population in Belgium [33] as well as in different European countries [5] . It used to be common practice to sever the educational track because of job opportunities, but after the 1983 reform, which extended compulsory education until the age of 18 [34] , it has become rare to quit education before finishing secondary education. Early-school leaving is then often a blurred story in which both selection and causation occur simultaneously [35, 36] . A part of this group probably needs long-term or even life-long care, support and supervision in order to render them good prospects in life in general, and specifically in terms of job opportunities and health and well-being. More discussion is needed on the ways in which to give these persons the capability to enhance their state of health, despite deprivation in their young lives outside of their own choice [37] .
Health selection is but one part of the story: poor school performance and problem behaviour and a deprived family background [38] are also influencing factors, leading to few or unstable job opportunities and more risk behaviour [39] . Alienation from school has been associated with health-compromising behaviour such as drug abuse and violence [40, 41] . It is clear that early school leaving has severe consequences both on an individual and societal level and that preventing dropout and its negative consequences requires ensuring a close connection between educational, social and employment services both at the national and local level [38] .
The question raised here is whether we can speak of increased inequalities over time, if the early schoolleavers become a small and partly selective group, different from the other educational groups? As Mackenbach [42] points out, it may be possible that widening or persisting relative inequalities are the consequence of the democratization of education which made it possible for many young people to attain a certificate of higher education. Hence, the ones being left out may present a selective group in terms of health and other characteristics (see earlier paragraphs). Regarding the higher mortality rates among higher secondary educated, other mechanisms are at work. Although employment status explained some of the excess mortality in these educational groups, mortality remains 60 to 90% higher compared to the highest educated in the different regions. Multiple health advantages of each extra years of schooling, in terms of knowledge acquisition, means and social contacts are all related to these differences [16] . Although democratisation of education opened up higher education for all, there are limits to the share of the population with a higher education diploma. A broader discussion, beyond the educational system, on equal (health) opportunities for all is needed in this context. However, all is not negative. The democratisation of education may have resulted in persisting relative inequalities, it definitely brought along absolute mortality declines. This is in line with research conducted in the general adult population [33] , and shows that there is no dilution of the effect of education over time. The longterm effects of educational investments cannot be denied. As a recent article concerning increased participation in higher education concluded [43] : further improvements in educational attainment are still possible and can lead to substantial health gains.
Regional differences in an international perspective & further research
Regional differences within Belgium have already been identified in the 1970s [21] . Thirty years later we still observe higher mortality in the WR compared to the other regions. Research not specifically focusing on mortality even found a worsening trend in health in some highlydeprived districts within the WR in the last decennia and called for community-level initiatives to bring a halt to the negative spiral this region finds itself in [44] . Our research further suggests that initiatives should be taken relatively early in life. Including meso-level organizations, such as schools, youth organisations and employment institutions, in prevention efforts would be a huge step forward in realizing long-term health benefits. We found higher mortality in the WR for each educational level compared to persons with the same educational level in the other regions in 2001-2005. Overall regional differences may partly be attributed to higher deprivation in the WR. Further research is necessary to identify other factors related to the higher mortality in the WR.
Belgium is not an isolated case in its regional mortality differences. In other European countries, considerable regional differences in absolute and relative mortality inequalities have also been observed [21] . A well-known example of within-country differences is Great Britain, with a large North-south divide between England and Scotland persisting over time [45, 46] . While there is an overall decrease in mortality in Scotland, with reductions being greatest among socially advantaged groups, an increase in excess mortality has been observed among young adult men (15-to 44-year olds) in the last decades. Social patterning was found when probing into cause-specific mortality, with suicides, drug deaths, alcohol and violence as the main contributors to mortality inequalities [8, 45] .
In order to pinpoint domains at which future prevention efforts should be targeted in Belgium, information on cause-specific mortality is needed. Data on causespecific mortality in the WR are however not available for the observed period. Up till now, census-linked cause-of-death information, covering the period 1991-2009, is available, available for the FR and BCR only. Unavailability of this kind of information for the WR further hampers the identification of the underlying mechanisms and, hence, the development of tailored policies and prevention campaigns. Nationwide information on cause-specific mortality will be available soon, allowing for an update of information for the WR and, hence, providing more specific insights in order to lower mortality in this region.
Strengths & limitations
This is the first study that analysed regional mortality differences among young adults in Belgium over time, taking the three Belgian regions (FR, WR and the BCR) into account. Most studies only compare the FR and WR, leaving out an important part of Belgium. We are aware that the setting of the BCR, as a large urban area, is different from that of the other regions, especially in terms of ethnic composition of the population and other urban dynamics. Comparisons over time may not be as straightforward due to the design of our study, as the start population at each census time differs in composition because of the selective influx of migrants, especially in the BCR. To take these differences in composition into account, we controlled for nationality of origin in our regression analysis.
The high-quality data with complete follow-up on deaths and emigrations over a considerably large period make detailed analyses possible. Individually-linked mortality data furthermore rule out common numeratordenominator problems, amongst other biases [47] . Unfortunately, we do not have updated information on employment situation for the in-between periods 1995-1999 and 2005-2009. Therefore, detailed comparisons for the in-between periods are not possible.
Conclusion
There is an overall positive trend towards lower allcause mortality over time in Belgium. Educational inequalities are found in each observation period and region and in both men and women. The results are in line with research focusing on the persistence of social inequalities in mortality in the general adult population [4] [5] [6] . The results also show that the low educated become a small and selective group with high mortality risks. This calls for a debate on the responsibility of society in rendering support and capability to enhance the state of health and well-being of those not able to achieve a similar social status as their peers. The situation in the WR underlines the importance of good data to monitor trends in cause-specific mortality in order to develop tailored preventive efforts and and to put a halt to the worrying position the region finds itself in.
